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Cousins and Mazze (1972) qualified the findings that there was no evidence of nephrotoxicity following the use of 0.35% methoxyflurane in labour by stating: "The agent appears not to be nephrotoxic under most conditions of low dosage administration". It would certainly appear prudent to avoid the use of this agent in patients who have grossly impaired renal function or who are receiving nephrotoxic agents, such as tetracydine. Wilson, Marshall and Hodgkinson (1972) noted that elevated levels of free fluoride ion and oxalic acid appeared in urine following the administration of small quantities of methoxyflurane at Caesarean section. No clinical evidence of renal dysfunction was noted, however, and no direct measurements of renal function appear to have been made. Work is at present in progress in Cardiff to determine whether there is any evidence of renal calculus formation as a result of the oxalic acid excretion which follows methoxyflurane analgesia.
No cases of renal dysfunction have been reported in the literature following the use either of 0.1% methoxyfluranc as part of a balanced anaesthetic technique for Caesarean section or of 0.35% methoxyflurane for analgesia in labour. Since the nephrotoxicity following methoxyflurane is dose-related it would appear desirable to limit the quantity administered to a minimum. The use of a balanced anaesthetic technique with a 0.1 % methoxyflurane supplement for a limited period appears to be the optimum method of administering the drug providing that it is also efficient in preventing awareness. It can indeed be argued that this is the only justifiable method of administering the agent and that the use of high concentrations in patients breathing spontaneously should be avoided. We agree both with Cousins and Mazze (1972) and Wilson, Marshall and Hodgkinson (1972) that the effect of these metabolites on the foetus should be assessed. The hazards involved were probably clearer to the experimenters than to those who subsequently used the technique, and great care in manufacture and subsequent testing is most important.
I. P. LATTO. Cardiff

A. C WAINWRIGHT
Bristol
An important aspect relating to the problem of selective hemiation of the cuff is in producing one with a constant wall thickness. This is of little significance in cuffs used in the normal manner before pre-stretching, but in the pre-stretched condition, hemiation is very likely where the wall is at its thinnest. Cureent advances in manufacturing techniques will overcome this problem but in view of the current vogue in do-it-yourself pre-stretching, the warning is timely. A 50-year-old man had been on long-term ventilation in an intensive care unit following trauma causing a flail chest. After recovery, removal of the tracheostomy tube was planned. The cuff was deflated and the lumen occluded to evaluate his ability to mouth-breathe. This was impossible around the deflated cuff; and, therefore, the possibility of tracheomalacia was considered. The patient was scheduled for bronchoscopy and evaluation of the trachea below the tracheostomy site.
D. R. LAWSON (Technical
Upon arriving in the operating room and before die bronchoscopy was performed die tube was again occluded with the cuff deflated, the pilot balloon was noted to be deflated, airway obstruction again occurred. At this point the remaining air in the endotracheal tube cuff was aspirated widi a syringe and the patient was able to breath easily around the tube.
At bronchoscopy die trachea was normal and it was concluded diat the patient's "difficulty in breathing around the tracheostomy tube" could have been prevented by prior aspiration of residual air in the tracheostomy tube cuff.
The use of pre-stretched cuffs appears to be increasing, and knowledge of this complication may prevent unnecessary bronchoscopy or prolonged tracheostomy.
PAUL E. BERKEBILE R. BRIAN SMITH
Pittsburgh
SIMPLE AND RELIABLE METHOD OF INSERTING A NASOGASTRIC
TUBE DUTUNG ANAESTHESIA Sir,-The notes by Matsuki and Zsigmond in your June number, and that by Wedley in the October issue, prompt me to suggest a method for inserting a nasogajtric tube fairly easily by diose of us who are not so musically inclined as to be equipped with guitar strings. One slits a smooth non-cuffed tracheal tube along the entire length of its lesser curvature, and lubricates the outside of the distal end well It is then inserted through the nose into the oesophagus. The tube which one wishes to leave in place is dien lubricated well and pushed through the slit tube. By holding die inner tube firmly, the outer tube can easily be wimdrawn.
ROBERT W. VIRTUE
Denver
